STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
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Name and Address of County Veterans Service Office
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SECTION IV (To be completed by the County Welfare Department and the County Veterans Service Office)( 5 E5 8717 o B iR (1B
The County Welfare Department requests the County Veterans Service Office to:

[] Verify any VA benefits received by the veteran and/or dependent(s): [ ] Determine veteran/dependent’s eligibility for veteran’s benefits:
1-Veteran | 2-Claimant | 3-Claimant | 4-Claimant | (v) If monthly benefit is paid, (v) Eligibility status:

Monthly Benefit s s A A [ ] compensation [ INo basic eligibility
Beginni [ ] Pension []Claim initiated

eginning Date
(Month/Day/Year) [ ] other (see remarks) [ ]cClaim being reviewed
Ending Date [ ] Includes A & A benefits of $ [l claim denied
(Month/Day/Year)
Lump Sum Payment REMARKS: (For official use only)
(Past 6 Months) $ $ $ $

Name and Address of County Human Services Office

I_ J CVSO REPRESENTATIVE: (PRINT) PHONE #: DATE:

CW 5 (CH) (7/01) REQUIRED FORM - NO SUBSTITUTE PERMITTED




